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ABSTRACT 
When it comes to northern health care women, in particular, face many 
unique challenges. Unfortunately, there is minimal literature that specifically 
addresses this issue. With this in mind, it is partly the intent of this project to 
increase awareness about the difficulties faced by women accessing health care, 
while also inciting reflection, discussion and debate. 
Based on an individual case study, this project examines one woman's 
experience within the health care system of a northern community. A review of the 
literature relating to women's experiences and perceptions when accessing their 
respective medical institutions is presented in conjunction with a case description 
highlighting many of the issues emphasized in the literature. Such as themes as lack 
of choice, lack of voice, gender imbalances and issues of power and control are 
identified and examined. As well, similarities between the child welfare system and 
the health care system and implications for social work practice are discussed in 
relation to this particular case study. 
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CHAPTER ONE 
Introduction and Rationale 
Introduction 
The experience that women have when dealing with their respective health 
care systems has received little attention in the literature. Moreover, when the health 
care system is rural, remote, or geographically northern, the amount of existing 
research is even less. It is not difficult to surmise that when these two topics are 
combined there is scarce information pertaining specifically to the experiences of 
women in the context of a northern health care system. The aim of this project is to 
present an individual case study which highlights some of the challenges 
experienced within the health care system in a northern community located in 
British Columbia (BC) and examine how various aspects of this case study relate to 
the existing body of literature. 
The foundation of the Canadian health care system is based on principles 
which recognize access to health care as a fundamental human right (MacLeod, 
Browne, & Leipert, 1998; Stanhope & Lancaster, 2000). Indeed, there are many 
similar philosophies that outline mantras for good health. According to Lorber 
(1997), 
We usually consider physical health as a state in which people can do what 
they have to do and want to do, and illness as something that disturbs the 
physiological equilibrium of the body. But what we actually experience as 
illness is a disturbance of our social lives so that we cannot go about our 
usual pursuits, a situation which may or may not be the result of actual bodily 
dysfunctioning. The perception that something is wrong and the quesses as to 
the cause are always experienced in a social context. 
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Another philosophy that pertains specifically to women's health provided by 
the Women's Health Organization (as cited by the British Columbia Ministry of 
Health and Ministry Responsible for Seniors, 1994-1996) states: 
Women's health encompasses body, mind and spirit and is influenced by our 
biology and the attitudes and beliefs we hold about ourselves, our health and 
our lives. It involves trust in the wisdom of our bodies and a sense of pride in 
being female. Thus women's health is a measure of our ability to change, 
realize our potential, respond to conditions within and outside of ourselves 
and cope with our lives. All women, whether newly born or preparing to die, 
have the potential to experience health and well-being (p.3). 
Combined with health issues already prevalent for women are the many 
challenges associated with northern life. Beyond the well-documented challenges 
that exist for residents living in northern/remote communities, women, in particular, 
struggle against economic and social barriers that hinder survival and quality of life 
(Mermelstein, 1991). Distinctly different from both their urban counterparts and 
their male counterparts, many women seem to experience northern life at a 
particularly acute level (Davenport & Davenport, 1982). Although some of women's 
experiences can be attributed in part to the unique characteristics and features that 
are present in northern communities, a significant part of women' s dissatisfaction 
can be traced to the various forms of oppression faced by northern women on a daily 
basis (Mertnelstein, 1991). Noted as a point of concern in the Report of the Northern 
and Rural Health Task Force (1995) was the fact that health issues pertaining to 
women in rural, remote and northern communities are significantly different than 
their urban counterparts. Such barriers as isolation, fewer social supports, less health 
supports, and harsher climates were given as explanations for these differences. 
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Not only are women at a disadvantage when it comes to receiving equitable 
care and treatment from the health care system in general, but these health issues are 
further magnified in the context of living in a northern or rural setting (Lei pert, 
1999a, 1999b, 2002; Muller, 1986; Report ofthe Northern and Rural Health Task 
Force, 1995). Indeed, Scott (1999) calls attention to the fact that "despite our record 
of advancement in the delivery of health to our citizens, rural health- and 
particularly rural medicine- remains the weakest link in our system" (p. 179). 
Throughout their lives, women use the health care system more often than men, 
however such usage does not necessarily translate into "sensitive, respectful care 
that is appropriate to their needs" (British Columbia Ministry of health and Ministry 
Responsible for Seniors, 1993, p. 5). Such barriers as lack of choice, lack of voice, 
restricted access to health care, and issues of gender and power serve to hinder 
women's control over their health needs. Hence, it is imperative that much needed 
attention and research is given to these issues so that solutions may follow. 
Defining North 
For the purpose of this project, it is important to make a distinction between 
the terms 'northern', 'remote', 'rural', and 'isolated'. Because this project is 
autobiographical and written as a case study based on my personal experience, the 
context that will most often be referred to is 'northern'. Although the terms 
'northern' , 'remote', and 'rural' are often used interchangeably, I was living in a 
moderately sized community located in the northern interior of British Columbia at 
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the time of these events and believe that the experience I endured was profoundly 
impacted by this northern context. It is important to note that even though I refer to a 
'moderately sized' community, the population of a community does not necessarily 
translate into access to health services. For example, Leipert (1999a) suggests that 
"in Prince George, the largest urban setting in northern BC, women are still isolated 
from access to health, education, and social resources that are largely based in urban 
centers of the Lower Mainland" (p. 14). However, because notable similarities can 
be found when defining these terms I will be drawing on literature that addresses 
people's experiences and perceptions in each of these settings. 
Finding consensus in the literature when defining each of these terms is not 
an easy task and each has been known to provoke controversy. However, the notion 
of subjectivity is often emphasized when describing settings that are 'northern', 
'remote', 'rural', or 'isolated'. Coates and Morrison (1992) suggest that "northemess 
is to a considerable degree in the eye of the beholder" (p. 9). This notion is furthered 
by Beverly Leipert (1999a) in her discussion of 'rural': 
First, it must be said that there is no one accepted definition of"rural". Some 
women who live in what they think are rural areas would be viewed by others 
as living in relatively populated areas. For example, a woman who moves 
from Dease Lake and a woman who moves from Vancouver to a community 
such as Williams Lake may have very different feelings about the rural nature 
of that community (p.14). 
"What is rural?" seems like an easy enough question to answer. However, many 
researchers have questioned the validity of the word 'rural' (Douglas, 1999; Ramp, 
1999; Troughton, 1999; Whatmore, Marsden, & Lowe, 1994). Indeed, it would 
appear that 'rural' is a term used more comfortably in America to describe many 
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different subgroups living across the different states (Bushy, 1998; Mansfield, 
Preston, & Crawford, 1988). Ramp (1999) suggests that 'rural' is no longer viewed 
as a distinct form of social organization or way of life, but rather in a negative 
connotation; an indication oflack. Whereas, Bushy (1991) indicates that 'rural' is 
often described in the context of 'urban-rural ', on a continuum. The abandonment of 
this term is somewhat ironic when one considers that in relation to Canada ninety 
percent of it's landmass can still be described as 'rural ' from a geographical 
standpoint, and almost twenty percent of the population still live in such areas 
(Troughton, 1999). 
Similar to the difficulties entrenched in finding a succinct definition of rural, 
is the task of defining 'north' (Bone, 1992; Coates & Morrison, 1992; Leipert, 2002; 
Zapf, 1993, 1996). In the absence of such a definition, it is perhaps easiest to 
describe some of the characteristics that encapsulate 'north'. According to the 
Report ofthe Northern and Rural Health Task force (1995) such characteristics 
include: sparse population centers distributed over a vast area; harsh impact of 
geography and climate on daily life; vulnerable resource-based economies; great 
distances between urban and rural centers; transient populations; aboriginal 
populations that constantly fluctuate; and decreased access to health, education and 
social services. Whereas, Ingebrightson (1992) suggests that northern areas can also 
be equated with frigid temperatures, short summers, mosquitoes, and most 
importantly- isolation. This notion of isolation has many negative connotations 
associated with it, one of which is highlighted by Ramp (1999) who suggests that 
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because residents of northern communities are presumed to be "isolated" they are 
often considered to be "ignorant" in knowing what is best for them (p. 7). 
The Current Reality- Delivery of Health Services in Northern Remote BC 
In an effort to enhance the health services of British Columbians living in 
remote and rural areas, Health Canada (1999) examined a number of issues that 
impact the health of the province's northern residents. This report explains that the 
majority of British Columbia's 3.9 million people live in three large urban areas: 
Southern Vancouver Island; Greater Vancouver and the lower Fraser Valley; and the 
Okanagan Valley. The balance of British Columbia's population is scattered in small · 
communities over a large landmass characterized by mountainous and forested 
terrain. Surface transport between these communities is difficult or non-existent. 
Travelling between communities in the winter is further complicated by the 
hazardous conditions and can be very time consuming. For First Nation people 
living on reserves, transport to urban centers can be very difficult if not impossible. 
Specialist services are concentrated in the three urban areas with tertiary 
services confined to these areas. Secondary services can be found in some moderate 
and small communities, however many smaller communities do not have access to 
secondary specialist services. Although general practitioner services are usually 
available throughout the province, some northern, remote communities are too small 
to support even one general practitioner (Barer & Stoddart, 1999; Health Canada, 
1999). 
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The distribution of services in urban areas has led to claims of inequitable 
access to services to those living outside urban areas. Although the per capita 
expenditure on physician services tend to be less in northern, remote areas the 
consumption of acute and rehabilitation hospital days is higher in these isolated 
areas. Surgical services are used more by rural residents than urban residents. As 
well, rural residents have the added burden of travelling long distances to gain 
access to secondary and tertiary care. For many of these reasons, the health status of 
northern, remote populations is inferior to that of its southern, urban counterparts 
(Health Canada, 1999). 
My Standpoint 
To begin with, I believe that it is necessary to include a brief summary of my 
perspectives and assumptions as they relate to this project. After moving to the 
Yukon at the age of four, I spent the majority of my life (save my post-secondary 
education) in northern communities. I am very comfortable and familiar with a 
'northern way of living' and have most of my memories set against the vast 
backdrop of the north. I purposely refer to a 'northern way ofliving' as I view life in 
the north as distinctly different from urban life, and consider that the challenges 
faced by northerners are unique unto themselves. 
Rivaling my passion for northern life is my interest in the area of issues 
affecting women in today's society. Although I have always had strong thoughts and 
opinions in regards to the plight of women in today' s society, I have been reluctant 
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to label myself a 'feminist' due to the negative connotation that continues to be 
associated with the "F" word. However, by writing this paper and taking such a 
strong feminist stance, it is impossible for me to consider myself anything other than 
a feminist. Therefore, I must concede that certain philosophies of feminism fit well 
with my own life practice. Weedon (1987) provides one such definition: 
Feminism is a politics. It is a politics directed at changing existing power 
relations between women and men in society. These power relations structure 
all areas of life, the family, education and welfare, the worlds of work and 
politics, culture and leisure. They determine who does what and for whom, 
what we are and what we might become (p.1 ). 
Furthermore, after reading the extensive writings of sociologist Dorothy Smith 
( 1986, 1987, 1990, 1999) I began to understand that her concept of institutional 
ethnography as a method of inquiry shared many qualities in keeping with my own 
values. She often refers to the notion that as a society we are socialized from the 
vantage point of men in a society created by the voice of men and for the most part 
we remain unaware of it unless it is pointed out. Examples of this can be found on a 
grand scale in the form of such institutions as education, health care, law, politics, 
etc.; or in the subtle forms that occur in everyday life. I have said that as a feminist I 
often have to tum a blind eye to many of the gender imbalances that occur in 
everyday life or I would walk around in a permanent state of agitation and 
frustration. I say this because the societal structures that are in place are so ingrained 
in people's everyday experience that for the most part, people are unaware of their 
existence. A good example of this occurred recently when a group of my friends 
(both male and female) met for dinner. I made a comment to my girlfriend that I 
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liked the shirt she was wearing. She thanked me but indicated that it was not the 
shirt she had originally intended to wear. When I asked her why, she responded that 
her significant other (a man) had not gotten home from work in time to iron the 
original shirt. Needless to say, the people at the table were stunned into silence. 
Later in the evening when I had time to contemplate the reaction to my friend's 
comment I became angry. I knew beyond a shadow of doubt that if the roles had 
been reversed and my male friend had stated that he wasn't wearing the shirt of his 
choice because his female partner had not ironed it for him, no one at the table 
would have taken any notice. Yet it is recurring incidents such as this one that have 
unwittingly shaped the approach I have taken to this project and made me want to 
give voice to my own experience as a woman. 
Quite some time has passed since the circumstances that make up this case 
study took place. Let me be clear that it was by no means my original intention to 
examine my own experience and make it the focal point of my project. However, in 
the process of relating these events to other women, I began to recognize the value 
in my story. I began to understand that although the specifics of my experience were 
unique, the themes that emerged were anything but. Such concerns as lack of voice, 
lack of choice, and issues of power and gender deserve to be addressed as they relate 
to women. However, let it be noted that although it is a deviation from my everyday 
world that causes me to position myself as a feminist, I cannot do justice to this 
experience without adopting a feminist stance and using this lens as a framework for 
this case study. 
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In his compilation of articles derived from a conference held at the University 
of Lethbridge, Alberta in the fall of 1998 entitled Health in Rural Settings: From the 
Ground Up, sociologist William Ramp comments on the notion that. 'rural health' is 
not an intangible, abstract notion. Rather it is a way of looking at the world - a lived 
experience (Ramp, 1999). As proof of this, he points to the number of papers 
presented at the conference that were laced with personal stories and the extent to 
which people responded to these stories with expressions of recognition. Stake 
(1995) touches on this notion when he describes our fascination with case study 
research and suggests that it is due to both their uniqueness and their commonality. 
Indeed, it is due to this notion of the shared experience and the recognition that was 
evident from my discussions with other women that my own story was validated and 
I was encouraged to give voice to the issues that may exist for women in the medical 
arena. 
At this time, I think it is important to take a moment and add a disclaimer. 
From its inception, I have clearly understood that what makes this project work is 
the fact that it is rooted in my own individual experience. The opinions I express and 
the analysis I offer are distinctly mine. I predict that when reading this paper some 
people will be nodding their head up and down while silently agreeing with my 
premises. Similarly, I foresee that others will be shaking their heads from side to 
side while vehemently disagreeing with my inferences. That is the beauty of case 
study research. Not everyone is supposed to agree. According to Stake (1995), 
interpretation is the most distinctive characteristic of qualitative inquiry. Not only 
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are researchers able to draw their own conclusions based on observations and other 
data, they are encouraged to do so. Therefore, if this project at all causes people to 
reflect, to take pause, or better yet, to incite discussion and debate, then it has been 
well worth the journey to arrive at this point. 
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CHAPTER TWO 
A Review ofthe Literature 
Women's Health 
There has been a significant amount of research written addressing issues that 
affect women. The same can be said about the subject of health care. Likewise, the 
examination of northern, remote and rural communities has also seen an increase in 
research interest. However, there is limited research that intersects these three 
themes to specifically addresses women's experience within a northern health care 
system. My goal is to bring existing research together with a synthesis ofliterature 
that explores this topic. 
As a research topic, the health care system has received a significant amount 
of attention. Although the general topic of women and health care (Browne & Fiske, 
2001 ; Davidson, Holderby, Willis, Barksdale, Richardson, Loppie and van 
Roosmalen, 2001; Wall, 1993; Walters, 1992; Walters, 1994; Walters & Denton, 
1997) has been extensively covered in the literature, most of the discussion centers 
on issues that are distinctly 'female' . For instance, pregnancy and childbirth, PMS, 
menopause, breast cancer, fertility concerns, and female hysterectomy. 
Women are often discussed as a single group defined chiefly by biological 
sex, members of an abstract, universal (and implicitly white) category. In 
reality, we are a mixed lot, our gender roles and options shaped by history, 
culture, and deep divisions across class and colour lines. Of course, it is true 
that women, in general, have the capacity to become pregnant, at least at 
some stages of our lives. Traditionally, women as a group are defined by this 
reproductive potential. Usually ignored are the many ways that gender as a 
social reality gets into the body and transforms our reality (Kreiger et al. as 
cited in Janzen's research, 1998, p. 1). 
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Another concern put forth recently is the notion that although issues regarding 
women's health are receiving more attention, very little consideration has been 
given to women's own perceptions of their health care needs (Davidson et al., 2001). 
As well, it is worth taking note that even though the studies are being conducted in 
regards to women's health, it is alarming to realize how little we actually know 
about women's health as compared to the health of men (Kettel, 1996). Janzen 
(1998) asserts that "there has been a growing awareness of the health sciences' 
neglect of women's health problems and their propensity to generalize from men's 
experiences to women (p.1)". 
Another area of research that has received considerable attention in the 
literature relates to how social determinants of health impact individuals living in 
northern, remote, and rural communities (Coburn & Eakin, 1993; Denton & Walters, 
1999; McLeod, Browne & Leipert, 1997; Pederson, 2000). These studies repeatedly 
conclude "that poor health is commonly linked with lower social class position, low 
income, less education, and other indices of disadvantage" (Coburn & Eakin, 1993, 
p. 89). Indeed, social, environmental, and economic factors, as well as gender, are 
recognized determinants of health that may have a significant impact on the health 
of women (Leipert, 2002). In more recent years, cultural and gender determinants of 
health have been identified as important factors that also affect health (Health 
Canada, 1996). As one might expect, these factors are prevalent in geographically 
northern, isolated settings and play a direct role in the quality of health care 
provided to residents. In her research on gender equity in health, Doyal (2000) notes 
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that there has been a shift in thinking so that women are no longer viewed merely as 
an underprivileged group, rather "the emphasis is now on the social construction of 
gender identities and on the nature of the relationships between men and women" (p. 
931). 
Women's Health in the Context of a Northern Environment 
Lack of choice, lack of voice, restricted access to health care, and gender 
imbalances will all be examined in relation to this case study. Drawing on the 
existing literature that highlights either the topic of women's experiences with the 
health care system or, more specifically, women's experiences with a northern, 
remote or rural health care system I intend to show that although this is an individual 
case study, I am by no means alone in my experience. There are many concerns that 
can potentially influence and shape women's interactions with their health care 
providers and ultimately with the health care system as a whole. Ethnic people of 
color, immigrants; lesbians, the homeless, and the elderly all comprise vulnerable 
populations that possess their own barriers and limitations in regards to the health 
care system (Flaskerud & Winslow, 1998). However, for the purposes of this project 
report the focus will be on the aforementioned issues. 
In her master's thesis, Patricia Jordan examined the experiences of women 
who have undergone an elective hysterectomy in the northern interior health region 
of BC. Her research indicated that such contextual factors as the gender of the 
doctor, cultural and social differences of the doctor and the patient, and patient-
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doctor communication play a role in women's health care (Jordan, 1999). Travis 
(1988) agrees that although there are a number of factors that can interfere with 
women's health care decisions, the physician-patient relationship is an especially 
important one. She surmises that most often this relationship, which is typically a 
male-female one, is laden with issues of power, control, and authority. Furthermore, 
Travis (1988) asserts that the physician-patient relationship is sexist and mimics the 
subordinate status of women in society; that the institution of medicine has actively 
contributed to the oppression of women; and that when it comes to women's health 
medical care is inadequate, indifferent, and irresponsible, often with devastating 
consequences. As Lorber (1997) contends "not all patients (nor, for that matter, 
health care workers) are equal- gender, racial ethnic category, social class, sexual 
orientation, and type of illness produce differences in social worth and social power" 
(p. 2). 
The gender bias that exists in physician-patient relationships is a primary 
concern for many Canadian women. A recent report published by Health Canada 
(2000) presented the findings of focus groups with Canadian women on women's 
health issues. When asked, women provided the examples of the over-prescribing of 
drugs to treat stress and the treating of illnesses as "being all in your head" of a 
health care system gone awry from the actual needs of women. One woman stated 
"if a man goes [to the doctor] the doctor spends all the time trying to correct [his 
problem] or at least give [him] a hearing; when a woman goes, it's like, 'it's all in 
your imagination" ' (p.5). Women who participated in the study believed that they 
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were being treated by a health care system that is out of tune with their needs due to 
the fact that the system was created by men. 
Similar views were expressed in the extensive study carried out by Beverly 
Leipert (2002) that examined how women maintain their health in northern 
geographically isolated settings. Based on their own perspectives and experiences, 
Leipert performed in-depth interviews with 25 women in order to determine barriers 
to health that exist for women living in northern contexts. One such interview led to 
the following observation: 
Barbara provided a further example of the effect of gender on care received. 
She explained that she and a man in the community both had similar 
symptoms, yet were diagnosed differently by the same physician. The man 
was told immediately that he had had a stroke, but Barbara was not told 
anything. Rather, she was referred to several specialists and was not able to 
obtain a definitive diagnosis for several years. Barbara stated: " . .. you hate to 
think that you're down trodden but ... a woman is rushed into an emergency 
room with chest pains, a man is rushed in beside her. . . she's got anxiety and 
he's having a heart attack .. .It' s the kind of thinking that women bring on a 
lot of their own illnesses . .. that whatever a woman has that she's responsible 
for it directly .. .if a man has it . . . he's the bread winner ... so he deserves to 
have [care]" (p. 119). 
Citing both gender and geography, Leipert (2002) notes that these two 
elements play a key role in the treatment afforded. women by the health care system. 
She states ''this northern context leads to marginalization in the forms of isolation, 
limited options, limited power, and being silenced" (p. 256). In her study, Leipert 
discusses the overall ''undervaluing of women's roles and perspectives revealed in 
the 'redneck' attitudes that are prevalent in northern communities" (p. 1 00). She 
points out that this undervaluing of women is also revealed in the attitudes of 
physicians who often do not respect women and discourage or all together exclude 
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women's involvement in health care. According to Doyal (1995), the fact remains 
that in almost all societies the male is valued more highly than the female and in the 
struggle for the allocation of scarce resources in the form of health care, this 
structured inequality has a major impact on women's health. Doyal (2000) 
emphasizes that in most societies "there are not just differences but inequalities 
inherent in the social definitions of femaleness and maleness" (p. 934). As such, 
those things that encompass 'male' are more highly valued than things defined as 
'female'. Indeed, Leipert (2002) states that "women's quality care is compromised 
when their perspectives about health are dismissed, and the knowledge they have 
about their illness is belittled or ignored" (p. 119). This theme of women's voice 
being dismissed is evident in other research. Browne and Fiske (2001) contend that 
dismissal by health care providers was a key concern to the participants of their 
study and noted "participants described situations in which their health concerns or 
subjective symptoms were not taken seriously, were trivialized, or were dismissed 
by providers, predominantly doctors or nurses" (Browne & Fiske, 2001, p. 133). 
To be sure, when it comes to health care, gender appears to play a significant 
role. Pederson (2002) writes that time and again when it comes to health, "sex 
matters" (p. 2). She points out that across a myriad of different studies and with 
different circumstances each time, being female exacerbates the difficulties of 
coping with ill health. One explanation for these findings is put forth by 
McDonough and Walters (2000) who suggest that because gender permeates all 
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aspects of social relationships and social institutions it is an insurmountable task to 
separate gender from the conditions of everyday life. 
Health care encounters and the dynamics that constitute and shape these 
encounters are crucial areas for study as they reflect social, political, economic and 
ideological relations between the patient and the dominant health care system 
(Browne & Fiske, 2001). One area that has been known to shape the patient-
physician encounter is communication. Indeed, Roter and Hall (1997) suggest that 
the nature of this doctor-patient communication is a likely source to explain gender 
differences in the quality of care afforded patients. Research indicates that male and 
female physicians have notably different practice styles (Arnold et al. , 1988) which, 
in tum, translate into differences in the ways male and female physicians 
communicate with their patients. Bertakis (1998) found that when compared to male 
physicians, female physicians tend to invite further communication with their 
patients by nodding and smiling in agreement with them. Female physicians are 
more likely to use such techniques as engaging in positive talk, partnership building, 
question asking, and information giving which results in female patients being 
significantly more satisfied with their health care encounter. As well, Bertakis 
(1998), concluded that female physicians were more interested in assessing such 
contextual factors as "the impact of disease on patients and their families" (p. 852) 
than their male counterparts. Not only was consideration given to the actual physical 
features of the illness but also to the diminished level of functioning that can 
accompany sickness. 
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Stemming from this line of thinking is the notion that male doctors focus 
solely on the illness or disease, effectively being able to separate the illness from the 
patient and make it an entity unto itself. They are less concerned with the impact the 
illness is having on the daily functioning of the patient as they are more concerned 
with 'fixing' the problem. In her discussion of"physician-appropriate" attitudes, 
Klass (as cited in Roter & Hall's research, 1997) states that doctors are trained to act 
in a way she describes as "macho". Klass maintains: 
The heart ofmachismo .. .is a view of medicine as conquest. It is the doctor 
against the patient, the doctor against any other expert consultant, and 
ultimately, the doctor against disease itself. The effect of this culture is 
... valuing "winning" rather than partnership and collaboration (p. 58). 
Another issue that deserves attention in regards to northern health care is 
accessibility. It is no secret that residents living in northern remote areas of the 
province have poorer health. In part, this is due to the fact that physician services 
have always been less accessible to people living in northern settings than their city-
dwelling counterparts. In their commentary on this issue, Barer and Stoddart (1999) 
suggest that this is due to the incongruity between the needs of the northern 
community on the one hand, and the needs of the physician on the other. Indeed, this 
problem will continue to persist due to the discordant nature of the two sides that is 
rooted in the following reality: 
For their part, most Canadians who are accepted into the medical schools across 
the country have grown up in urban settings; the bulk of their medical training 
occurs in urban settings; that training takes place largely in tertiary hospitals 
which are only found in urban settings; much of the training is provided by 
physician-educators who work in urban settings; there are ... more practice 
opportunities in urban settings; access to specialist colleques and other 
complementary treatment and diagnostic resources are more plentiful in urban 
Northern Health Care 20 
settings; hours of work are more likely to be 'regular' in urban settings and, in 
particular, call schedules are less onerous; and there are many more social, 
educational, recreational, employment and cultural opportunities for physicians 
and their families in urban settings (Barer & Stoddart, 1999, p. 3). 
Similarly, in her study, Leipert (2002) highlights a number of concerns that 
impacted the female participant's quality of health care. Citing the difficulties that 
stem from the inability of northern communities to attract and retain physicians, it 
was noted that it is "extremely rare" (p. 115) for female physicians to practice in the 
north and when they are available, their practices fill up very swiftly. For women 
who would prefer to see a female health care provider because they believe such 
practitioners will identify more readily with their concerns, this is yet another 
example of restricted choice and access in the north. Furthermore, this limited access 
to physician's in the north often results in women not being able to seek a second 
opinion or exercise the option of changing health care providers. 
CHAPTER THREE 
Method 
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This project addresses women in the context of northern health care. Using 
my own personal interactions with health care professionals as a foundation, this 
project seeks to examine whether women living in northern settings .have 
experienced their respective health care systems in a similar light? Focusing on such 
areas as lack of choice, lack of voice, and issues of gender and power, the aim is to 
shed light on how it is that women interpret the health care system, and how it, in 
tum, shapes and organizes the everyday lives of women. 
This project takes the form of a modified case study as outlined in the UNBC 
Social Work Program Handbook (Tang, 2000). Using journal excerpts written over a 
two-month period of time, I will be using myself as the ' case' and consequently, as 
the unit of analysis. Combined with this method of case study research, I will be 
drawing heavily on the research of Dorothy Smith (1986, 1987, 1990, 1999) and her 
. use of institutional ethnography which aspires to "explicate the actual social 
processes and practices organizing people's everyday experience from a standpoint 
in the everyday world" (Smith, 1987, p. 151). 
The Traditional Case Study 
Using words rather than numbers is one of the predominant characteristics 
that distinguish qualitative research from quantitative research. As such, qualitative 
data "are a source of well-grounded, rich descriptions and explanations of processes 
I 
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in identifiable local contexts" (Miles & Huberman, 1994, p. 1 ). Hence, an in-depth 
portrayal of a 'case' lends itself rather nicely to qualitative research. That is not to 
imply that case study research is equivalent to qualitative research or that 
quantitative data is not used in case study research, but that logic of case study 
research "derives from the worldview of qualitative research" (Merriam, 1988, p. 
16). 
Although the term case study is widely recognized, there is much debate in 
regards to what exactly constitutes case study research (Merriam, 1998). According 
to Creswell ( 1998) a case study "is an exploration of a 'bounded system' or a case 
(or multiple cases) over time through detailed, in-depth data collection involving 
multiple sources of information rich in context" (p. 61). Merriam (1998) concurs 
that "a qualitative case study is an intensive, holistic description and analysis of a 
bounded phenomenon such as a program, an institution, a person, a process, or a 
social unit" (p. xiv). However, in her evaluation of case study research, Mason 
(1996) suggests that the term case study is ambiguous and can be used to describe a 
number of different principles. To this end, perhaps it is more important to identify 
the defining characteristics of a case study rather than rely on a specific definition. 
At the most basic level, a distinction must be made between experimental and 
nonexperimental. According to Merriam (1998) experimental research maintains 
that the researcher will be able to manipulate the variables of interest and have 
substantial control over the research situation. Whereas, nonexperimental research is 
undertaken when rich description and explanation are used to examine specific 
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events or phenomenon. Another determining factor in selecting case study research 
is whether a bounded system (or case) can be identified for the focus of the 
investigation (Merriam, 1988). This refers to the examination of a specific 
phenomenon such as a program, an event, a person, a process, an institution, or a 
social group. A third distinguishing feature of case study research is the notion that 
unlike experimental, survey, or historical research, case study does not adhere to any 
particular methods for data collection or data analysis (Merriam, 1988). Therefore, 
data collection methods may be quite varied and can include interviews, 
observations, case notes, journals, audio-visual materials, historical reflections, and 
other materials deemed applicable to the research. Finally, Merriam (1998) suggests 
that case studies are heuristic in that they can illuminate the reader's understanding 
of the phenomenon being studied so as to bring about the discovery of a new 
meaning, extend the reader's experience, or confirm what is already known. 
Another key feature of the case study is its ability to incorporate contextual 
considerations into the case. Merriam ( 1988) infers one advantage of the case study 
is "to understand sitUations in their uniqueness as part of a particular context and the 
interactions there" (p. 16). This notion is supported by Yin (1994) who suggests that 
an individual would utilize the case study method "because you deliberately wanted 
to cover contextual conditions- believing that they might be highly pertinent to 
your phenomenon of study" (p. 13). Given the documented interplay between a 
specific situation and its contextual setting, the case study appears to be a good 'fit' 
as a means of presenting this research material and applying critical analysis. 
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It must be taken into account that whether the researcher is partaking in 
quantitative or qualitative research, there is considerable pressure to establish a high 
level of rigor. In case study research this is equally true. Although there has been 
significant debate in recent years about the criteria that encompasses rigor in 
qualitative research (Carnevale, 2002; Rubin, 2000; Whittemore, Chase, & Mandie, 
2001 ), the topic remains murky and no consensus has yet been reached. Whittemore 
et al. (2001) have been able to synthesize the existing literature related to qualitative 
rigor and present such attributes as credibility, authenticity, criticality, and integrity 
as being essential components in determining rigor. Using different terminology but 
implying similar concepts, Carnevale (2002) presents the following criteria to ensure 
methodological rigor: credibility (the believability of a study); confirmability 
(ensures that data is collected and analyzed in a neutral manner); saturation (refers to 
the thoroughness of the data collected); and transferability (the extent to which the 
findings "fit" with the experiences of persons in similar situations). It is important to 
note that these criteria are not recognized as the final authority, but rather as 
guidelines to be considered when producing a qualitative study. 
Based on these four concepts put forth by Carnevale (2002) I am confident 
that a high level of rigor has been maintained throughout this case study. Credibility 
for this study comes from the feedback that I have received from others when I talk 
about my experience. I find that people nod their head in agreement or verbally state 
that they understand what I am talking about. They confirm that my circumstances 
were in fact believable and have truth to them. When it came to ensuring that the 
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data was collected in a neutral manner, I strictly followed the journal excerpts that I 
had written at the time these events were happening. As for meeting the saturation 
criteria, I wrote my journal over fifty four days. Each day documented similar 
feelings, attitudes, and frustrations. My interaction with this particular health care 
system was almost identical day in and day out for over four weeks. And finally, 
when I speak of transferability, or the extent to which the findings "fit" with the 
experiences of persons in similar situations, I am encouraged both by the literature 
that highlights similar themes as my case, and also by the verbal word of many other 
health care users. Although the specifics of my case are unique, the story I tell 
certainly is not. 
Method: A Modified Case Study Approach 
The research in this instance will be guided using a modified case study as 
prescribed by the UNBC Social Work Program. Using the key component of critical 
reflection and in-depth analysis of a specific experience, the research will be . 
conducted using a single, individual experience as the 'case'. According to the 
UNBC outline for the MSW Project, there are a number of options that suffice as 
case study material. It is explained that in the clinical realm, the case study may 
relate to an individual, couple, family, or group receiving treatment. If examining 
social policy, the case study may include analysis of a new development or change 
to an existing policy. Similarly, in management or community organization, it may 
be an organizational problem or community dilemma that serves as the actual case 
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study. However, it is important to note that whether using an individual, group, 
policy or process, the case must have clearly established boundaries that are adhered 
to. 
Although there are many similarities between traditional case studies and 
modified case studies, Hemingway (2000) notes that "unlike traditional case study 
research, the social work project option usually does not involve structured data 
collection, such as in-depth interviews with study participants, but rather consists of 
a critical (and most often, retrospective) reflection on a specific practice experience 
through the eyes of the student". Therefore, data is garnered from the student's 
individual experience and then analyzed in the context of an extensive review of 
relevant literature before being filtered through the lens of the student's 
epistemological framework. Because this form of a modified case study is not tied to 
a specific philosophical outlook, it allows individual students the opportunity to 
select project topics that reflect their own perspectives (Hemingway, 2000). This 
notion is explained further by Robert Stake when he notes "case studies will often be 
the preferred method of research because they may be epistemologically in harmony 
with the reader's experience and thus to that person a natural basis for 
generalization" (Stake's study; as cited in Lincoln & Guba, 1985, p. 120). 
It is important to understand that case study research is not sampling research 
and that a sample of one is unlikely to be a strong representation of others. "The real 
business of case study is particularization, not generalization (Stake, 1995, p. 8). The 
purpose of case study is to know the intricate details of a case well - what it is, what 
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it does; how it functions. Stake (1995) points out that we do not study a case as a 
means to understanding other cases and our primary obligation is to fully understand 
this one particular case. 
In keeping with the notion that the topic dictates the research method used to 
analyze the information, the combination of case study research and institutional 
ethnography was an obvious choice. Consistent with the theme presented in Stake's 
research (1995), I offer the following case study with a sense of advocacy and with 
the hope that by studying my particular case others will be able to gain strength and 
validity in the knowledge that they are not alone when facing the perils of the health 
care system. 
Institutional Ethnography 
Feminist psychologist Shulamit Reinharz (1992) states that "many feminists 
have written that 'finding one's voice' is a crucial process of their research and 
writing" (p. 16). Indeed, it has been necessary for me to overcome the fear that 
stems from society's negative connotations and stereotyping in order to find my 
voice. This fear acts as a gag. 'Radical'. 'Extreme'. 'Raging'. Perhaps these 
descriptors are reflected in this case study. However, I am encouraged by the 
literature and the experiences of other women that confirm my own interpretations 
that I have taken from this experience. I have often been told that I have immense 
"passion" when I discuss the circumstances that make up this case study. Perhaps 
this is true. However, beyond the passion, I cannot state firmly enough how strongly 
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I believe that this experience happened to me, first, because I am a woman and 
second, because I reside in a northern community. 
As I mentioned previously, the choice to analyze this case study through a 
feminist lens incorporating the writings of Dorothy Smith ( 1986, 1987, 1990, 1999) 
was not difficult to make. Through the process of examining her work it became 
clear that many of her views and beliefs were consistent with my own as they relate 
to this case study. In essence, the subject matter mandated how this project needs to 
be examined and analyzed. Feminist thought and literature plays an important role in 
shaping the interpretation of my experience: 
at the core of feminist ideas is the crucial insight that there is no one truth, no 
one authority, no one objective method which leads to the production of pure 
knowledge. This insight is as applicable to feminist knowledge as it is to 
patriarchal knowledge, but there is a significant difference between the two: 
feminist knowledge is based on the premise that the experience of all human 
beings is valid and must not be excluded from our understandings, whereas 
patriarchal knowledge is based on the premise that the experience of only 
half the human population needs to be taken into account and the resulting 
version can be imposed on the other hand. This is why patriarchal knowledge 
and the methods of producing it are a fundamental part of women's 
oppression, and why patriarchal knowledge must be challenged - and 
overruled (Dale Spender; as cited in Reinharz, 1992, p. 7). 
Essential to the use of institutional ethnography as a research method is the 
specification that it must be utilized from the standpoint of women. Venturing to 
explain the social practices and processes that organize people's everyday 
experiences, Smith (1986) has developed a method of inquiry principally for women 
that seeks to understand how their everyday world is organized. It is a strategy that 
attests to how knowledge in society is socially organized by examining two 
fundamental questions, "How does this happen to us and it does?" and "How is this 
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world in which we act and suffer put together?" (Smith, 1987, p. 154). In her words, 
Smith (1986) explains: 
This means a sociology in which we do not transform people into objects, 
but preserve their presence as subjects. It means taking seriously the notion 
of a sociology concerned with how the phenomena known to sociology 
express the actual activities of actual individuals. It means exploring how 
these phenomena are organized as social relations, indeed as a complex of 
social relations beyond the scope of any one individual's experience. It 
means a method that does not begin with the categories of the discourse, 
approaching the actualities of the social world with a view to discovering in 
it the lineaments of the theoretical object. Rather it develops an inquiry 
which explores the everyday world not in itself but as it is articulated to the 
social relations of the larger social and economic process (p. 6). 
Smith has developed a sociology that attempts to deconstruct existing 
thoughts and procedures that are rampant in today' s society due to the fact that these 
ideologies were created by men for the advancement of men. These ideologies 
perpetuate the silencing of women and serve to maintain women's subordination. Of 
specific interest to this project, Smith (1987) applies her critique to the medical 
profession: 
We now know also that women were systematically and consciously 
excluded from the growing profession of medicine in the United States, 
where their admission to medical school was restricted to a very small 
number. Those who were trained found that the kinds of jobs open to them 
were largely in public health or institutional medicine. Again we find an 
organizational process that by excluding women also excludes their 
knowledge, experience, interests, and perspectives and prevents their 
becoming part of the systematic knowledge and techniques of a profession. 
This process has of course been of fundamental significance in the formation 
of practice and knowledge in gynecology. Its current practices are 
distinctively marked by the silence of women in its making (p. 25). 
Having said this, it becomes clear that the place to begin inquiry is from the 
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standpoint of women. Therefore, in my particular case, the standpoint that I am most 
concerned about is my own. I wanted to analyze the disparity that occurs between 
the way I interpret my experience with the health care system and, in tum, the way 
the different facets of the health care system understand my needs. Moreover, it was 
essential to examine this case through the lens of institutional ethnography in light 
of the fact that Smith emphasizes the notion that we live in a world founded on male 
experience and ordered, interpreted, and organized by males. This mirrors the 
essential ingredients of a health care system that alienated women by failing to 
legitimately look at women's experiences and because men started to dominate these 
institutions (Smith, 1997). Because women were excluded, medical knowledge is 
presented from a male-constructed point of view and the system has been developed 
to embrace the opinions of men while silencing the voice of women. Indeed, Doyal 
(2000) points out that scant attention has been paid to the impact of gender on the 
health of men because it "is part of a much broader pattern whereby men's lives 
have not usually been seen as gendered at all" (p. 934). It is important to note that 
although this case study is presented from my personal standpoint, I am encouraged 
by the relevant literature which highlights similar thoughts, feelings, attitudes, and 
experiences such as my own. 
CHAPTER FOUR 
The Case: My Personal Story 
Background Information 
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In order to accurately portray my situation, some background information is 
necessary so that one is able to better understand my circumstance. Although I use a 
fair amount of medical jargon as provided to me by the medical community, I can 
only explain these events from my own point of view, using my own language. In 
other words, how things were explained to me by the various medical practitioners 
and how I, in tum, interpreted these explanations so that they became meaningful to 
me. 
In the spring of 1990 I was diagnosed with Rheumatoid Arthritis (RA), a 
systemic autoimmune disease that causes inflammation of the joints and erosion of 
the bones and destruction of cartilage. RA can affect the entire body and it is 
characterized by pain, stiffuess, warmth, redness, and swelling at the joint site (Roth, 
1998; Wisocki, 1998; Zautra, 1998). Classified as a disease that involves flares 
(active) and remissions (little to no activity), the symptoms of the disease are treated 
with a wide-range of medications depending on the severity of the disease. In my 
case, the disease was attacking quite aggressively and I went through a number of 
medications trying to control the symptoms. 
The preferred treatment ofRA involves gradually introducing the patient to 
various types and dosages of medication which will produce minimal side effects 
while still being able to manage the symptoms of the disease effectively. These 
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include such over-the-counter medications as Aspirin, Tylenol, Ibuprofen, and 
Entrophen. These are referred to as 'Class-1' medications. In total there are three 
classes of medication, each with increasingly serious side effects. If the individual 
does not respond to any of these Class-1 medications, they are bumped up to 'Class-
2' medications which include various prescription drugs. Once the Class-2 
medications have been tried without success, the individual is once again moved up 
to the next level of treatment - 'Class-3' medications. As you might expect Class-3 
medications are often successful but have the most adverse side effects. 
Over the course of the four months following my diagnosis of RA, I tried 
many medications until finally arriving upon a treatment of the anti-cortisone 
steroid, Prednisone. Prednisone is actually used to treat a variety of illnesses and 
disease and is touted as a very effective medication or 'wonder drug'. It certainly 
was in my case. However, due to the side effects associated with the use of 
Prednisone, it is not recommended for long-term treatment and is preferred more as 
a stopgap measure. Because of this I was also started on liquid Gold injections with 
the hope that this treatment would be sufficient to control the RA symptoms and it 
would no longer be necessary to take the Prednisone. 
Although my body initially responded to the Gold therapy, after a year my 
kidneys became infected. This is a common side effect that physicians look for when 
using Gold treatment. Because of this, I had to discontinue this line of treatment and 
remain solely on the Prednisone. Around the same time as the Gold injections were 
discontinued, I began developing an odd-looking rash. It consisted of hundreds of 
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small pustular sores covering the entire area from my pelvis to my ears. At this time, 
a Dermatologist diagnosed me as having Pustular Psoriasis. Psoriasis is a chronic 
skin disease related to the autoimmune system that is characterized by scaling and 
inflammation. Patches of psoriasis are known to itch and bum and may cause the 
skin to crack. Although psoriasis most often occurs on the elbows, knees, scalp, 
lower back, face, palms, and soles of the feet, it can affect any skin site including the 
fingernails, toenails, and the soft tissues inside the mouth and genitalia (National 
Institute of Arthritis and Musculoskeletal and Skin Diseases, 2002). In my case, the 
diagnosis of pustular psoriasis involves blisters of noninfectious pus that appear on 
the skin, rather than the more common silvery scales. To combat both the skin 
disease and the RA, the Dermatologist started me on a medication called 
Methotrexate. 
Methotrexate is categorized as a Class-3 drug and is considered a very 
aggressive medication due to such possible side effects as liver and kidney damage. 
However, I was fortunate. For over eight years I was able to control both the RA and 
the Psoriasis with a moderate dosage of Methotrexate and a very low dosage of 
Prednisone. I was monitored on a regular basis by my family physician and saw my 
Rheumatologist once a year. Although the disease was not in remission, per say, my 
symptoms were certainly being controlled through this aggressive course of drug 
therapy. That was all about to change. 
On New Years Day, 2000, I found out that I was pregnant. This was 
welcome news due to the fact that my husband an~ I had been trying to conceive for 
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some time and wanted to expand our family. Indeed, the previous September I had 
stopped taking the Methotrexate due to the fact that it is contraindicated during 
pregnancy, making it nearly impossible to conceive. Therefore, the dosage of 
Prednisone I was on was increased to compensate for the lack of Methotrexate in my 
system. As Prednisone is deemed relatively safe for a woman to take while pregnant, 
it was determined that this medication alone would be sufficient to carry me through 
the pregnancy. 
During the pregnancy, my arthritis felt great. The symptoms were effectively 
managed with a relatively low dosage of Prednisone and I was able to perform all of 
the tasks and daily functions that I was able to do before becoming pregnant. I had 
always heard that women who have RA particularly enjoy being pregnant due to the 
fact that in seventy-five per cent of the cases patients go into remission while 
pregnant and experience a loss of their symptoms. However, the warning also 
followed that after giving birth, the disease comes back with a 'vengeance'. 
Although I didn't know it at the time, my being on such a low dosage of Prednisone 
during the course of the pregnancy was the equivalent of 'remission' for me. And 
sure enough, after giving birth to my son, the disease did return with a vengeance 
and my symptoms flared. 
The flare did not occur immediately after giving birth to my son; however, 
within three months I was experiencing the worst pain and inflammation that I had 
had in ten years. I distinctly remember lying in bed one night and not being able to 
grab the quilt and cover myself. I knew I was in trouble. My shoulder was too stiff 
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and sore to move across my body in order to reach the quilt and the quilt proved too 
heavy for me to grasp with my swollen hands. Because I was breast feeding my son, 
I was only able to take the Prednisone. Methotrexate is excreted through breast milk 
and was not considered safe for me to start taking this drug again. With hopes of 
trying to bring the RA flare under control the Prednisone was increased to four times 
its normal dose. This still did not help alleviate the pain and stiffness in my joints 
and it was decided that I would discontinue breast feeding my son so that I could 
resume taking the Methotrexate once again. 
After five months of taking both the Prednisone and the Methotrexate, my 
symptoms had not improved. The RA was raging and due to the high dosage of 
Prednisone, I had begun experiencing many negative side effects. As well, the 
Methotrexate was no longer proving effective in treating my RA symptoms. I was 
on massive doses of the same drugs that I had been on pre-pregnancy and still there 
was no relief from the pain. My Rheumatologist decided to introduce a new 
medication called Sulphasalazine. His thinking behind this was two-fold. First, the 
medication is quite effective in treating RA. Secondly, the medication is considered 
safe enough to take during pregnancy. Because my husband and I planned on having 
another baby at some point, this new medication was introduced with the hope that I 
could take it throughout my next pregnancy and avoid having the same flare that I 
was currently experiencing. Thus begins my story ... 
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Case Study 
The following section depicts my own personal experience with the health 
care system over an eight-week period. By no means do I wish to insinuate that this 
is every person' s experience with their own health care providers; however, neither 
can I ignore that my experience appears to be more common than I initially thought. 
It is due to the information that I have gleaned from the literature and from others 
telling their informal stories and sharing their own experiences with the medical 
system that I felt compelled to write about my own circumstance. 
The 'Rash from Hell ' 
Day 1: Three days after beginning the new medication, Sulfasalazine, my 
rheumatoid arthritis felt much better. However, I started to develop a rash under my 
arms that was very red and painful. I had hundreds of small blisters and pustules in 
my armpits. 
Day 2: I could not put on deodorant today due to the fact that the rash under my 
arms had worsened and had started to sting. I showed some of my co-workers at the 
office and they were shocked by the appearance of my rash and that it had 
progressed so quickly. 
Day 3: The rash continues to worsen. It is starting to remind me of the pustular 
psoriasis that I had ten years ago. There are hundreds of small blisters under my 
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anns and creeping up my neck. I went swimming at the pool but could only stay in a 
short time as the water was aggravating my rash and causing a burning sensation. 
Day 5: As the rash continues to worsen, I decide to stop taking the Sulphasalazine. 
Although my RA feels much better, I am not sure if the rash is linked to this new 
drug. 
Day 6: The rash is very bad. I can't explain it. To merely call it a 'rash' does not do 
it justice. I call it the 'rash from hell'. My skin is bright red, raw, and tender. It hurts 
to have clothes touch it. The sores and pustulars have spread from under my arms 
and can now also be found on my torso and groin. I have to call in sick to work 
today due to the pain and discomfort. 
Day 7: Today I went to the rheumotologist' s office. He normally has a six-month 
waiting list, but I just barge right in. The doctor is not in his office; rather he is at the 
hospital doing his rounds. I am desperate. I am almost in tears as I lift up my shirt 
and show the receptionist the sores covering the majority of my upper body. The 
receptionist pages the doctor at the hospital and he is able to fit me into his schedule 
that morning. Upon seeing me, the doctor confirms my theory that the rash appears 
to be the return of the psoriasis. The doctor immediately phones a dermatologist and 
sets up an appointment for the following day. 
Northern Health Care 38 
Day 8: My husband and I meet with the dermatologist for the first time. He is an 
older man who has been specializing in dermatology for fifteen years. The doctor 
indicates that he likes to take a "conservative" approach to treatment. Great! 
Nothing about the onset of this skin condition has been 'conservative' thus far. Why 
would the treatment be? The doctor is using words like "patience", "rest", and 
"relaxation" to describe how he intends to treat the rash even though he admits that 
this is the worst case of psoriasis that he has seen in all his years of practicing 
medicine. I explain to the doctor how the rash is already affecting my daily routine. I 
tell him that I am unable to work due to the pain. I tell him about my infant son and 
the tasks that need to be carried out. The doctor does not seem concerned. He makes 
no comment to assure me that things are going to work out. After taking a brief 
medical history from me, Dr. X examines the rash and confirms the diagnosis of 
pustular psoriasis. He prescribes a medicated ointment for the rash and Tylenol 3 's 
(T -3 's) for my pain. As well, he explains that the usual treatment for this skin 
disease is Methotrexate. I explain to Dr. X that I am reluctant to rely on the 
Methotrexate to treat the psoriasis as my body has not been responding to it thus far 
and since the birth of my son it has not been effective in bringing myRA symptoms 
under control. The doctor ignores my comments and increases my dosage from 17.5 
mg. to 22.5 mg. and sends me on my way. 
Day 14: There is no improvement in the symptoms. If anything, the rash appears to 
be worsening. The pain is quite horrific. None of the medication is working- not the 
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ointment and not the Methotrexate. I call in sick to work everyday and have enlisted 
the help of my day care provider to help care for my infant son as I am no longer 
able. I am very upset and frustrated. Everything hurts. Based on the phone 
conversations we have been having, my Mom decides that she is going to come visit 
and help care for me and my son. She arranges to fly the 1700-km distance. 
Day 16: Today marks my second appointment with Dr. X. Again, my husband 
accompanies me to the appointment. However, this time it is out of necessity as I 
can no longer drive and am less mobile due to my pain. My armpits are covered with 
open sores. As well, the psoriasis can now be found all along my hairline, in my 
right ear, and covering my neck. I can no longer wear a bra due to the fact that my 
breasts are covered with sores. The rash covers my stomach and is in my belly 
button. My genitalia is infested with pus-filled blisters. It is on my feet, under my 
fingernails, in my mouth and throat. It hurts to open my mouth, to eat. It hurts to 
move. I am no longer able to change my son's diapers as this action causes the sores . 
under my fingernails to open and bleed. 
I am frustrated. I am beyond frustrated- I don't know how else to describe it. 
I tell Dr. X that my body is not responding to his prescribed treatments and I would 
like to try a different medication. Dr. X feels that it would be best to stay on the 
Methotrexate as it can take up to three weeks for the medication to prove its 
effectiveness. I repeat to Dr. X that I do not believe this medication is working and 
stress to him that my body does not appear to be responding to this course of 
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treatment. I explain to Dr. X that since becoming pregnant and having a baby, I felt 
that my body had undergone significant stress and changes and was no longer 
responding to the Methotrexate like it once had. I explained that I had been in an 
arthritic flare for many months now, and the Methotrexate did not appear to be 
helping control myRA symptoms either. I also remind him of my medical history in 
regards to the onset of pustular psoriasis that I had ten years ago and indicate that at 
that point in time my body was introduced to the Methotrexate and the rash cleared 
up within a matter of days. I restate to the doctor that I have actually been taking the 
Methotrexate for months now (due to the RA) and it has not prevented the onset of 
the psoriasis, nor has it helped alleviate any of the present symptoms. 
I ask Dr. X about a medication called Cyclosporine that I had heard about 
and researched on the Internet. It was reported in the literature that this medication 
was proven to be effective in the treatment of Psoriasis and RA. As well, this 
medication was categorized as a 'Class-2' medication and did not have the severe 
side effects attached to it that were possible with the 'Class-3' Methotrexate. Dr. X 
refused to listen to me. He told me that I hadn't given the Methotrexate enough time 
to work and it really needed its full three weeks to show signs of improvement. Can 
this man not count either- it had been five months! I clearly stated to Dr. X that I 
hoped we were not having this same conversation in three weeks time when my 
body was still not responding to the Methotrexate. 
As I leave Dr. X's office, he writes me a prescription for 200 tablets of 
Demerol and tells me to come back the following week. 
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Day 17: Mom arrives on the plane. She is shocked by the severity of my rash and 
how much of my body is covered by it. She remembers the initial onset of the 
psoriasis ten years ago and I think she was expecting to see a similar condition. 
Unfortunately, the symptoms are worlds apart. Mom stays for five days. She does all 
of the cooking, cleaning and helps with my son. She helps to dress and bathe me. 
Day 22: Mom has to go home. She cannot take more time off work. Her visit helped 
to lift my spirits and cheer me up. However, the physical symptoms of the rash 
remain. There have been no improvements. How much longer is this going to go on? 
Day 23: My husband and I attend the third appointment with Dr. X. Although I am 
more upbeat the psoriasis is still everywhere. Dr. X is very excited and feels that I 
am improving. He states that the rash does not appear to be as "angry'' (his word for 
the 'redness' of my skin) and he tells me that he is pleased with its progression. 
Doesn't he hear me? I am not pleased. I don't care how happy he is about the rash-
I still can't move, or brush my teeth, or eat food, or sleep at night. I am not pleased-
not even a little bit. Dr. X prescribes another 200 Demerol and tells me that he will 
see me in two weeks time. 
-
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Day 27: The rash is still not good. It appears to be spreading. Can it get any worse? I 
am now starting to find sores on my legs and my left arm. These new sores look 
different than the other ones. What is going on? 
Day 28: The rash is not good. Bad, bad, bad. As well, the new rash continues to 
develop. It is very itchy. I am very sore and weepy. I have difficulty even walking 
across the street to take my son to daycare. 
Day 29: The psoriasis is very bad. I see no improvement at all. The new rash now 
covers both legs; my entire left arm and some spots are starting to appear on my 
right arm. There are bumps and sores on both of my elbows and it hurts to bend 
them at all as the skin cracks because it is tight and raw. I cry a lot. I no longer take 
any phone calls and try not to talk to my friends or family. I don't want anyone to 
see me like this. I am having difficulties keeping my emotions in check. I don't like 
feeling like this and want to know when it is going to end. 
Day 30: The rash is still not good. I feel so whiny. I am not supposed to be like this. 
I know that I have to be strong for my family but it hurts too much. It literally just 
hurts too much. I am angry, frustrated and sore. More sore than I have ever been, 
even having dealt with ten years ofRA. I finally phone my Mom and Dad and ask 
them to make the 1700-kilometer drive over the weekend. I need help. I can't keep 
going like this. 
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Day 31: Mom and Dad arrive at midnight. They are shocked by my appearance. I 
have lost over twenty pounds in the last few weeks due to the fact that the rash is in 
my mouth and throat and I cannot chew or swallow food. I am very shaky and have 
started having tremors. I am no longer able to leave the house due to the pain. There 
is no relief. 
Day 33 (a.m.): I phoned Dr. X and told him that I had taken a tum for the worse and 
needed to see him as soon as possible. Mom and Dad took me to the appointment 
that same day. My body has to be covered with damp clothes and Vaseline when I 
leave the house. I explain to Dr. X that my condition is worsening and after 5 weeks 
of taking the Methotrexate there has been no improvement in the skin condition. I 
tell him again that I would like to try a new medication and suggest the 
Cyclosporine. I again state to Dr. X my theory that something in my body has 
. changed since my pregnancy and the birth of my son and it is no longer responding 
to the Methotrexate. I also tell Dr. X that from the research I have done on 
Methotrexate that it is not recommended to be taken longer than five years as one's 
body can build up an immunity to it. I point out to him that I have been on the 
medication for close to ten years and it is time to try something new. Dr. X states 
that he disagrees with me and he believes that the rash looks "infinitely better". Is he 
crazy? Why is he not listening to me? What is wrong with this man? 
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· I am tired. I am frustrated. I am upset and angry. Why can't he hear me? I 
start to cry and Dr. X asks me to leave the room so that he can talk to my mother 
alone. I indicate that it hurts to move let alone get up and wait outside. Does this 
man not have eyes? Can he not see the pain that I am in? I tell him that if he does 
not want to have a conversation in front of me, then he should be the one to leave 
the room. The doctor does so. Now I am even angrier. Why is this man dismissing 
me? 
Once outside the room with my mother, Dr. X tells her that he is worried 
about my "mental state". He describes me as "hysterical", "irrational", 
''unreasonable", and "out-of-control". He suggests that maybe I am suffering from 
post-partum depression. He even goes so far as to state that the pain is all in my 
head, that I am "imagining it". He tells my Mom that he does not believe that I am 
able to make "informed decisions" in regards to my own health care and suggests to 
her that I make an appointment to see a Psychiatrist. My Mom tells me later that she 
can't help but wonder that if this doctor truly believes the pain is just in my mind 
and I am imagining it, why has he prescribed 400 tablets of Demerol in the last two 
weeks? Was this just to shut me up? 
When the doctor comes back into the room he tells me that he will not start 
me on the Cyclosporine, as it is his opinion that my body is "responding" to the 
Methotrexate and that, indeed, the rash appears to be "infinitely" better. He suggests 
that I make an appointment with my family physician so that he can prescribe 
medication to treat my "depression". 
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I have to get up and physically leave the office before I scream. My 
frustration is overwhelming. My voice has been taken away. For all intents and 
purposes, I have been silenced. I feel like a child- not an articulate, educated, 30-
year-old professional. I feel that I have lost my right to express my thoughts or 
feelings because they may be misconstrued as irrational and I will be labeled 
'crazy' . I know now that I need another doctor. This man has not helped me thus far, 
nor has he given any indication that he intends to help me in the future. I want to 
reverse the roles and have this man spend one day in my 'shoes'. One day living my 
life as he has helped to create it. 
Day 3 3 (p.m.): This afternoon I have to see a different specialist. This is related to a 
possible side effect that can develop from the RA and some of the medications that I 
have taken in the past. Although I don't feel like keeping the appointment, it has 
been scheduled for six months and it is important to have this testing done. 
Fortunately for me I keep the appointment and have my Dad drive me to it. Once 
there, I meet with this new specialist and a student doctor who is completing her 
training rotation with the specialist. As luck would have it, both the specialist and 
the medical student were female. Although the purpose of the visit was unrelated to 
the Psoriasis, both the specialist and her student were very concerned about my 
physical appearance and asked if they could look at the rash. I lift my shirt and show 
them. They state that they have never seen anything like it. I explain what had 
become of my life over the last five weeks and my theory in regards to the 
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Methotrexate and it's ineffectiveness. Both of these women listened intently to my 
story. They were nodding their heads in agreement and encouraging me to continue 
with my story. They actually heard what I was saying. They showed empathy 
toward my situation and were "appalled" that I was being left in my present 
condition. The specialist asked my permission to make some inquiries and see if 
there was anything she could do to help. The specialist told me that she was a good 
friend with my Rheumatologist and she asked if she could talk to him for me and see 
if something could be done to improve this situation. I told her that at this point I 
was willing to try anything and take any help offered. I left that appointment feeling 
more positive than I had in over a month. 
By the time I arrived home from that specialist appointment, there was a 
message on the answering machine from my Rheumatologist, Dr. B, indicating that 
he wanted to meet with me in the emergency department of the hospital the 
following morning. 
Day 34: I met with Dr. Bat the hospital and he took some blood tests. The tests 
indicated that I had developed a very serious staph infection and I would need to be 
admitted to the hospital immediately for intravenous antibiotics. 
Once I was admitted to the hospital, things greatly improved. Not the rash, but 
rather the situation as a whole. I attribute this change to the various nurses working 
the ward. All were female, all were empathetic to my situation and the pain I was in, 
and all were asking questions about what had happened to me and what was being 
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done to treat it. The nurses appeared to be appalled by my condition. They did not 
tell me that I was "hysterical", "emotional", or "out-of-control". They did not make 
me feel that this situation was my fault. 
The nurses arranged for me to have a private room due to the fact that I had to 
be covered in damp rags and could not have clothing touch the sores. The nurses 
treated me as ifl was a 'burn victim' and tried to ease my discomfort. As well, they 
became my voice. Although their power was limited and the hospital hierarchy had 
to be maintained, they began to advocate for me and ask doctors questions about my 
condition and why treatment was not more aggressive. They expressed their disgust 
with my situation and wanted to know what lack of care had led me to be 
hospitalized in the first place. 
Day 35: This morning Dr. X came to see me in the hospital. Although the staph 
infection already appears to be improving, the psoriasis is showing no change. I 
again ask Dr. X what his plans are to treat this skin condition. He indicates that he 
will wait until the following Monday (5 days away) to assess the psoriasis and see if 
there has been any "improvement". I tell him that there has not been any 
improvement in five weeks, what would be different now? The doctor states that he 
will introduce a new medication if it becomes "necessary" but he maintains that the 
skin condition is "infinitely" better. In my mind, it became "necessary" about four 
weeks ago. However, I have to hold my tongue. I am afraid that if I say anything 
about how I am feeling or if I express the anger ~d frustration that I continue to 
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have with my condition, this will confirm the doctor's belief that I have emotional 
problems. 
My next visitor is Dr. B. He recognizes that the staph infection is responding 
to the antibiotics, but there is no improvement in my skin condition. I ask him if he 
can do anything to help me - maybe he can prescribe the Cylosporine since it is used 
to treat RA as well. He indicates that the situation is very "political" and that 
because I have actually been admitted to the hospital as Dr. X's patient, there is 
really nothing he can do. He must let Dr. X treat the skin condition. 
My third visit of the day came from my general practitioner, Dr. G. I 
indicated to him that I was at my wit's end. Even though the nurses at the hospital 
were supporting me, it appeared that their influence was limited and I needed a more 
influential voice to advocate for me. I explained that no one was hearing me. I 
expressed my immense frustration with the situation I told him that my options were 
running out and I was very unhappy with the treatment I had received from Dr. X. 
Dr. G agreed that the my condition was escalating and he indicated that he would 
explore my options for me. 
Day 36: Certainly the infection appears to be getting much better. Although the 
secondary sores from the infection remain they appear to be less red and purple. 
From talking with Dr. X during his daily rounds this morning, he has made it clear 
that he is not prepared to do anything. He thinks the psoriasis is fine and the skin is 
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regenerating. He would not acknowledge any of the new pustules that I was pointing 
out to him. 
Later in the day, when talking with Dr. G, I ask him about the possibility of 
seeking treatment from a specialist in either Vancouver or Edmonton. I have no 
confidence in Dr. X and I doubt Dr. X will stick to his word and introduce a new 
medication on Monday ( 4 days away) due to the fact that he still maintains the skin 
disease is improving. 
Day 3 7: I am still in hospital. There is no change in the skin condition; however 
staph infection is clearly improving. 
Day 38: Another day at the hospital. Again, no change in the psoriasis, however, 
staph infection is almost gone. 
Day 39: Dr. X came to see me during his morning rounds. He informed me that I 
was being discharged from the hospital and the staph infection was under control 
and could now be treated from home with antibiotics. Furthermore, he indicated that 
although he felt that the psoriasis was also "coming along nicely'', he would give me 
a prescription for the Cyclosporine that I had been requesting for the past six weeks 
and I could try it. 
After being discharged from the hospital, I took the prescription to the 
pharmacy. The Pharmacist tells me that Cyclosporine is not a medication they 
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normally keep in stock and it would have to be flown in from Vancouver. Oh my 
god. How can this be happening? I finally have the prescription that I have needed 
for six weeks, and now because of the geographic location of where I live, there will 
be further delay in getting the prescription filled. 
Day 40: The medication arrives in the afternoon from Vancouver and I start taking it 
immediately. 
Day 42: The psoriasis is clearing up. This morning I put on a bra for the first time in 
six weeks. I left it on all day. Less than two days after taking the Cyclosporine, I can 
already see and feel huge improvements. 
Day 45: My parents went home today after two weeks. I feel much better. The open 
sores and ulcers are diminishing and I am starting to feel like my old self again. 
Day 47: I had a follow-up appointment with Dr. X today. He said surprisingly little. 
He asked about the medications I was taking and asked whether I needed refills on 
any of my prescriptions. I cannot believe this man. What is wrong with him? Why 
doesn't he say anything? 
As far as the psoriasis goes, my sores and ulcers appear to be healing well. I 
did not use any damp rags today and used Vaseline very sparingly. I only took two 
Tylenol 3 's for the pain under arms and on my bre~sts. 
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Day 49: I continue to feel stronger every day. The pain is very minimal and the 
ulcers are much smaller. As well, they are confined to the areas of my stomach, 
breasts, and under my left arm. I have gotten off the T -3 's and am down to extra 
strength Tylenol. 
Day 54: I went for my final visit with Dr.X today. I have pretty much healed and the 
rash is completely gone. All that is left are bright red scars from where the open 
sores and ulcers covered my body for six weeks time while this doctor sat by and did 
nothing. Again, he said very little and gave the go-ahead for me to return to work the 
following week. The closest he came to an apology was when he wrote me yet 
another prescription for Cyclosporine (now he can't give me enough of the stuff) 
and stated that in 95% of psoriasis cases, patients respond very well to Methotrexate 
and that really is the preferred choice of treatment. Yeah, whatever. 
Case Analysis 
For the analysis of this experience with the health care system I will be 
drawing heavily on the works ofDorothy Smith (1986, 1987, 1990, 1999) and her 
presentation of institutional ethnography as an effective strategy to illustrate how 
knowledge about society is socially organized. As well, I will be leaning on the 
research of Barbara Berringer (1996) who utilized this method as a way of 
understanding the social organization of AIDS "suicide". Although Berringer is 
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speaking primarily about the circumstances surrounding AIDS "suicide" and I am 
discussing the implications of 'illness', there are similarities in her writings that 
have helped to shape my own thought processes when thinking about what this 
experience means to me, and what it means for others. 
With this in mind, I am quite cognizant ofthe notion that not all readers will 
agree with my analysis. They will formulate reasons to explain why these events 
happened to me. In short, some individuals will attempt to rationalize my experience 
by citing such northern-related challenges as staffing shortages, the difficulty that 
northern regions have in retaining and recruiting physicians, deficient funding and 
resources, and minimal specialized services. Perhaps this is true. However, I do not 
believe that these are the reasons underlying my experience. Instead, I firmly believe 
that I was treated this way for two simple reasons: first, because I am a woman and 
had the misfortune of being treated by a male physician; and, second, because I live 
in a northern setting. My voice, and by extension my opinions, were dismissed as 
quickly as ifl hadn't spoken at all. It was easier for Dr. X to prescribe massive doses 
of pain killers and strap me under the label of "depressed" than it was for him to 
hear what I was saying and have his power and authority challenged. 
It is no secret that women are not afforded the same level of power and 
control in the health care system compared to men. Not from an internal stance, nor 
from the perspective of a consumer utilizing the system. In their discussion of the 
medicalization of women's lives and bodies, Findlay and Miller (1994) iterate that 
"in short, who gets to define women's needs and problems is an important aspect of 
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power, for that group also gets to determine the solutions" (p. 279). In her 
commentary on the health care system, Smith (1987) notes that not only did women 
struggle to enter the medical field as physicians, but the male-dominated health care 
system tried to ban the practice of midwifery in order to limit women's involvement 
in medicine. Doyal (1995) comments: 
At the heart of all feminist critiques of medicine is the recognition that 
women lack power in health care institutions. This limits their ability to 
determine medical priorities or influence the allocation of scarce resources. It 
also has a significant impact on their individual experiences as users of health 
services. It affects their capacity to play an active part in their own treatment, 
and too often leaves them feeling uncared for (p. 217). 
The health care system adheres to a hierarchical structure that preserves the 
power and control of its doctors by discouraging its subordinates to express their 
voice and articulate their opinions. In her discussion of how gender impacts the 
medical encounter, Lorber (1997) notes that in all countries that follow a Western 
medical system, most of the physicians are men while most of the nurses are 
women. As such, nurses are required to "obey doctors' orders" (Lorber, 1997, p. 
35). In fact, the medical system is structured in such a way that it is very difficult for 
nurses to question doctors because there are often repercussions for such actions and 
the doctors can make a nurse's work environment very unpleasant. Further, doctors 
don't want to be challenged by a nurse any more than they want to be challenged by 
a patient. Lorber ( 1997) suggests that "this hierarchy of authority does not always 
derive from having more or less expert knowledge", rather "the medical system 
legitimizes the holder of the M.D. as the official authority and downgrades what the 
patient or any other health care worker knows or thinks" (p. 41 ). 
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The concept of doctors possessing arrogant attitudes and being likened in 
various ways to "God" is not a foreign one. Perhaps this "God complex" stems from 
the fact that doctors are the ultimate gatekeepers who hold authority over the 
prescribing of medications, diagnostic testing, most surgical procedures, and 
hospital care. Lorber ( 1997) suggests that this creation of a hierarchical system that 
places physicians at the apex, dominating the flow of services to patients is not 
about to change any time soon. Even though more women are becoming physicians 
and demographics are shifting to include younger physicians who appear to be more 
accepting of the status quo between doctors and nurses, such considerations as the 
social, environmental, faniily, and psychological concerns of patients need to be 
included as an integral part of medical knowledge in order for the present state of 
the health care system to undergo any real change. Because the medical system has 
traditionally ignored environmental and social concern, choosing to single-mindedly 
focus on science and disease, doctors have learned to trust "only what they had 
learned in medical school and their own clinical experience and [they have] 
discounted nurses', midwives', and patients' knowledge" (Lorber, 1997, p.3 7). 
Adding to my concern that I was not being heard by Dr. X was the notion 
that he perceived me to be a 'difficult' patient and had categorized me accordingly. 
In her discussion of inequitable access to health care, Stevens (1993) notes that 
female patients are "more likely to be ignored, scolded, patronized, categorized as 
'difficult' patients, subjected to sexist and racist remarks, and provided fewer 
explanations of the health care they are receiving" (p. 18). Similar to the label of 
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'depression' this type of treatment serves to silence the patient and take away their 
voice. Based on the premise that women historically have been considered to be 
caregivers and nurturers, and that it is their nature to want to please others and avoid 
conflict, the labels that doctors stamp on patients go unquestioned. In her work on 
women's health, Trypuc (1994) explains that one Canadian critic believes that 
women receive inferior health care mainly because of their upbringing and 
conditioning. She writes: "Girls are taught not to question, to be unaggressive, and 
to defer to men and to authority figures" (p. 260). Imagine the conundrum: when a 
patient argues that he or she is not being a 'difficult' patient, their behavior pretty 
much confirms the diagnosis of a 'difficult' patient. Leipert (2002) notes that in 
order to prevent conflict with their physician, women will often endure situations of 
prolonged pain and increased debilitation while waiting for diagnosis and treatment. 
This notion oflabeling by professionals in the health care system not only 
takes away one's voice, it also strips patients of the right to express opinions. In my 
case, once I was aware ofthe doctor's opinion that I was "irrational", 
"unreasonable", and incompetent to make decisions about my own health care, I 
ceased to speak. In essence, the doctor had successfully taken away my power. He 
had repeatedly dismissed my theory in regards to the ineffectiveness of the 
medication to treat the rash, and now he was able to further silence me by using 
these labels. It no longer mattered if my appraisal of the situation was valid, or true, 
or correct, for I could no longer say anything at all. The doctor had effectively taken 
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my experience with 'illness' and interpreted it according to his own criteria and his 
own way of knowing. 
Although I felt that the label of being a "difficult" patient was undeserved, I 
was more incensed with the suggestion that I was "depressed" and needed to be 
taking medication for my "problem". The doctor and myself had completely 
different understandings of my 'illness' and how the fallout from my 'illness' was 
manifesting itself. In her discussion about the social construction of mental illness, 
Smith (2000) emphasizes that "it is not clear what norms are deviated from when 
someone is categorized as mentally ill. Yet it is clearly possible to describe behavior 
in such a way that people will make that definition with full confidence in its 
propriety" (p. 15). 
In its most simplistic form, mental disorders are understood as deviant 
behavior (Stolzman, 1994). Therefore, the doctor would have had to see something 
in my behavior to lead him to believe I was acting deviantly. But what? What set of 
criteria did he have to base this on? And furthermore, what recourse did I have after 
I was burdened with this label? In her discussion of mental illness, Smith (1990) 
writes about how her subject, 'K', came to be defined as mentally ill. She states that 
'K' is "disqualified from participating in the construction of social facts. Hence any 
version that she might have presented is discounted from the outset. The definers are 
privileged to present their version without taking hers into account" (p. 26). This 
concept is similarly addressed by Barbara Keith (200 1) in her thesis on the social 
organization of women and drug use. Keith is presenting a situation in regards to a 
-
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woman who is feeling "down" due to the collapse ofher marriage. Keith (2001) 
describes how this woman enters a treatment center and learns to call her feelings 
"depression". Keith iterates that 
in the treatment centre, she is exposed to a medical model of meaning and so 
she is given the term 'depression' to use to describe how she feels. Her 
experience has been pathologized. While this explanation from the treatment 
centre may have helped her realize that others have had similar experiences, 
she is now bearing a label that may come with a complex schema of 
symptoms, which may or may not be appropriate for her (p. 55) 
Because 'illness' and 'depression' are viewed as medical concepts, the position of 
the health care system is heightened to become the official authority, while personal 
experience and understanding is discounted. 
In her attempt to break many silences that surround HIV/AIDS, Berringer 
(1996) identifies similar concerns that exist within the institution ofhealth care. 
Berringer examined excerpts from her brother's journal as an example of the 
experience of gay men with HIV I AIDS to determine how HIV works as a disease; 
how the concepts, institutional practices, and professional discourse affect the daily 
life of individuals. As I indicated earlier, there are times when her brother's 
experience was not so different from my own. Berringer (1996) states: "others 
interpret his reality for him, and their interpretation becomes the true, or official, 
version" (p. 50). Similar to my own experience with 'illness', Berringer is 
describing a phenomenon that is "embedded in relations that already have a history; 
psychological and psychiatric classifications ... the ongoing power of the medical 
profession; ideas about how one should behave with a[ n] ... illness; ideas about 
illness and personal responsibility; the role of social and health agencies" (p. 50). 
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With the ability to reconstruct 'illness' according to their own needs and 
definitions, it follows that there is an obvious power imbalance in the doctor patient 
relationship. There is no doubt that a power-over relationship exists whereby the 
doctor dictates to the patient what is going to be done, not the other way around. In a 
top-down system of health care, the system is not structured to encourage 
partnership or collaboration. Indeed, the key issue at the heart of this case study is 
the notion that I had lost my voice and did not have the tools to get it back. I had an 
overwhelming sense of powerlessness and helplessness. In his report on the topic of 
health promotion and the need for physicians to empower their clients, Labonte 
(1993) states: "We may further [the patient's] experience of powerlessness by 
failing to listen to, hear and act upon concerns in their lives as they experience and 
name them, communicating to them that they are wrong and that we are right" (p. 
31 ). Lorber (1997) expands on this argument by noting that because doctor's are 
trained to listen for symptoms "they discount much of the patient's narrative of how 
this illness episode came about as irrelevant, even though it usually explains the 
circumstances under which the symptoms arose or got worse" (p. 40). 
Compounding many of the aforementioned concerns was the northern 
context in which I lived. Although I can appreciate from reviewing the literature that 
many remote and rural communities have no access to specialist services 
whatsoever, my choices were greatly reduced due to the fact that I lived in a 
northern community at the time of these events. Geography played a major role in 
the development of my experience. Even though there was a skin specialist in my 
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community, I didn't choose him. He was appointed to me. I saw him by default. I 
stuck with him because I had no other options immediately available to me. I had no 
choice, nor access to other physicians. Because this specialist was considered the 
'expert' in this field, no other doctors wanted to get involved in my case and 
challenge his authority. It is considered impolite to 'step on each other's toes'. 
Commonly referred to as an 'old boy's club' it is impossible not to question whether 
Medicine as a disciplinary body has, perhaps unconsciously, as its primary concern 
the preservation of its own power and authority, rather than the willingness to meet 
the patient's needs? 
In hindsight, I now realize that had I been given a choice, in an ideal system, 
I would have selected a female physician. The experience that I went through 
involved so much more than assessing the physical symptoms. Dr. X never seemed 
to understand this. It's as if we were speaking different languages. Perhaps this is 
because men tend to see matters more objectively, while women tend to be more 
subjective in their thinking (Smith, 1987). It was not until I saw the two female 
physicians that I felt iny feelings surrounding my illness were truly validated. These 
women gave me back the right to my illness. They did not blame me for being sick. 
They understood my anger and frustration and my pain. They confirmed that I was 
seriously ill and indicated that they would help to make me better. They understood 
my language and they, in tum, spoke it back to me. These women were empathetic 
and possessed the ability to situate themselves within my experience. 
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For many years research has been interested in examining the role that gender 
plays in the physician-patient interaction (Arnold, Martin, & Parker, 1988; Bertakis, 
1998; Hall, J., Irish, J., Roter, D., Ehrlich, C., & Miller, L., 1994; Kettel, 1996; Linn, 
Cope, & Leake, 1984; Roter & Hall, 1997 Weisman & Teitelbuam, 1985). For the 
most part, studies have found that there is a noticeable difference in how male 
physicians interact with patients compared to female physicians. Linn et al, (1984) 
claim that findings consistently show that both male and female patients respond 
more favorably to female physicians. However, they caution that they are uncertain 
if this finding is the result of actual differences in male and female physician 
practice styles, or if it is merely the perception that patients have in regards to the 
care they would expect to receive from a female physician. Be that as it may, when 
one is providing a service that by it's very nature is subjective and open to 
interpretation; perception is a fundamental consideration that often translates into 
patient's level of satisfaction. 
Another perception that is commonly emphasized in the literature is the 
feeling that female physicians have a more "humanistic" approach toward medicine 
(Arnold et al., 1988). Absent from my own experience with Dr. X was his lack of 
understanding about how the 'illness' was impacting my daily life. It was not until 
six weeks into the skin disease when I met the female specialist and her medical 
student that I felt the first notions of empathy and caring. I felt that these women 
understood my plight and took the time to assess the impact of the disease on the 
most important areas of my life. This was an important concept for my case as I 
-
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believe the doctor never fully grasped the level of my frustration. Frustration that did 
not so much stem from the actual pain I was experiencing, but rather from my 
diminished level of functioning and my inability to carry out the simplest of tasks. 
According to Berringer (1996), "the fear of loss of control is real for those fortunate 
to have been able to direct their own lives to a certain extent" (p. 45). Compounding 
the situation further is the necessary dependency one must have on family and 
friends for support in a way that infringes on one's freedom on movement and 
privacy (Herringer, 1996). It has been shown repeatedly in the literature that due to 
their communication styles (Arnold et al., 1988; Bertakis, 1998; Hall et al., 1994), 
female physicians are able to engage in more positive talk, partnership building, 
question asking, and information giving with their patients. Time and again, when 
compared to male physicians, female physicians are perceived to be more 
sympathetic, caring, nurturing and humane. 
A similar view of the positive attributes of female physicians is held in 
regards to nurses. Because the nursing profession consists of a disproportionate 
amount of women, the profession as a whole is associated with such characteristics 
as caring, nurturing, understanding, empathy, and advocacy. In her study on 
knowing the patient, Martha MacLeod (1993) discusses the way in which nurses are 
attuned to the patients' experience of illness, hospitalization, and recovery. 
Specifically, she explores the "ways in which nurses, in their everyday, moment-by-
moment experience with patients, their families and other health care workers, come 
to understand the experience of illness and hospita~ization" (p. 184). This notion of 
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understanding is an important one as it encompasses so rriuch more than simply 
knowing about the symptoms of disease. To understand 'illness' as nurses seem to 
do reflects the care and attention paid to patients' everyday habits and functioning. 
There is deep appreciation for the scope of suffering that is brought into one's life 
with ' illness' . In my case, I struggled with the loss of my daily activities that came 
from no longer being able to work, to take courses at the university, to care for my 
infant son, or to make love with my husband. 
One cannot separate life experience from a person' s unique interpretation of 
his or her illness and the ability and desire to get well. Expressions of hope, 
love, anger, fear, and loss provide the nurse with a lived dialogue, and offer 
the opportunity for interpretation of events in ·a way that has particular 
meaning for the patient. It is from that perspective that the nurse can be in the 
experience of illness with the patient (Ryder & Ridley, 1990, as cited in 
MacLeod, 1993, p. 194). 
There are a number of reasons provided in the literature that seek to explain 
the unique bond that nurses form with their patients. Beyond their notable nature to 
act as helpers and nurturers, there is speculation that women are simply more 
attuned to other women and develop a kinship with them (Lei pert, 1999b ). This 
kinship enables women to feel more comfortable discussing their options, exploring 
the pros and cons of a situation, and deciding what the wisest choices are. In my 
case, it was not until I entered the hospital and spoke with a number of nurses that I 
began to truly think about seeking care in a larger, urban center. Their discussions 
reinforced my knowledge that what was happening to me was not 'okay' . They 
pointed out that drastic measures might have been needed to solve the situation. 
Speculating as to why women tend to prefer treatment from a nurse versus a male 
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physician, a nurse in Leipert's study (1999b) states: "We don't offer solutions to 
people. We give them choices. You give them as much information as you can so 
they can make the choice. Physicians sometimes make the choice for people - public 
health nurses don't do that. We're aware of the importance of the client being in 
charge" (p. 285). 
An equally important role that nurses perform is the giving of 'sensitive' 
information. I call it this, because it has been my experience that nurses will often 
provide patients with information that the doctor really does not want them to have. 
At times, nurses appear to be more concerned with protecting the best interests of 
their patients than with following doctor's orders. It is not a blatant form of 
insubordination that I am referring to, but rather, a way of passing along information 
that provides the patient with 'tools' that she might need to get better. Nurses are 
able to give power and control back to the patient. According to Stevens (1993), 
because.oftheir intimate clinical knowledge of the spectrum of health services, the 
intricate details of hands-on care, the suffering of clients and their families, their 
familiarity with the practices of other health care providers, and the institutional 
constraints under which health care is provided, "nurses are in a strategic position to 
document and criticize the interactional, structural, and ideological circumstances 
that impede clients' access to and positive experience ofhealth care" (p. 12). 
Mirroring the closing remarks that Herringer (1996) makes in her article, it is 
important to understand that my experience is not about "who owns truth" (p. 50). I 
have no doubt that if you were to speak with any one of the different players 
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involved with my experience, you would find a slightly different version than my 
own. Rather, this journey has been about examining how 'illness' is interpreted by 
different individuals; how concepts, institutional practices, and professional 
discourses impact the everyday lives of individuals. It is also a personal celebration 
of understanding how this experience can translate into better practice for my 
everyday experiences in my profession of social work. 
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CHAPTER FIVE 
Implications for Social Work Practice 
Although the topic that has been covered in this project has focussed on 
issues pertaining to the health care system, one can look toward the practice of 
social work and draw many parallels. Indeed, it is widely speculated that borrowing 
pertinent information from one discipline and making it relevant to another can only 
help to strengthen that discipline (Bushy, 1991). 
To be sure, many professions that involve human service practitioners share 
many characteristics. One such commonality surrounds issues of power and control. 
As a child protection worker I often find myself in a power-over position. Consistent 
with the health care system, child protection work is not designed to operate with an 
agenda of partnership, equality, and mutuality. To this end, both nurses and social 
workers play a crucial role when advocating for the needs of their respective clients. 
Drilled into practitioners from the first day of post-secondary education, advocacy is 
arguably one of the first concepts taught to nurses and social workers alike. 
Providing clients with increased information so that they are made aware of their 
rights and can partake in consciousness-raising is an important step in minimizing 
the power-over position that many professionals hold. 
Bigbee (1993) suggests that rural nurses need to perform as the "expert 
generalist" characterized by a ''unique style and approach to practice that requires an 
innovative, truly generalist approach" (p. 131 ). When outlining a key element of 
northern social work practice, Delaney and Weening (1995) approach the notion of 
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'partnership' as "a relationship between individuals and/or groups that is 
characterized by mutual cooperation and responsibility, as for the achievement of a 
specified goal" (p. 59). Although these authors use this term in a broader context, it 
raises a good point in relation to my experience. A 'partnership' was exactly what 
was missing in my case. There was no sense of the· physician and I working toward a 
common goal. He had his own agenda and I had mine. The two were not compatible. 
Similar to the health care system, the practice of social work in the field of child 
welfare is not devised to allow for partnerships. In both cases, the system is 
structured to maintain a subordinate position of the consumer and the dominant 
position of the service provider. Perhaps this is because key to the notion of 
partnership is the equalization of power (Delaney & Weening, 1995) and the 
dominant provider is simply not willing to give up their power, nor does policy 
support such a notion. 
There are two fundamental areas that I would like to address in relation to 
social work practice. The first is advocacy. For the duration of my illness, there was 
no one to act as an advocate for me. The doctor had pretty much shut down 
communication with my family members and myself and at the time, there were no 
other professionals involved in my case. The first sense of anyone advocating on my 
behalf came from the female specialist whose intervention led to my hospitalization. 
Once I was admitted to the hospital, it was the nurses who took on the role of being 
my voice and trying to mediate the murky waters between meeting my needs and 
following doctor's orders. According to MacLeod (1999) this relationship between 
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physicians and nurses is frequently characterized as "being in the middle" (p. 173) 
even though they often work as a unified team. As such, nurses "are not always 
accorded respect for their knowledge and skills, do not have the necessary authority 
to practice, and need to attend to physicians' personal practice characteristics rather 
than to commonly identified standards ofbest practice" (p. 173). This notion is 
mirrored in social work practice as workers have allegiances to his/her supervisor, 
but also have to work with the client to fulfill their needs and goals. Goals which, 
paradoxically, are often a direct contradiction to the orders of the supervisor. 
Another feature common to both nurses and social workers is the high ratio 
of female practitioners. Leipert and Reutter (1998) draw attention to the fact that 
community health nurses are predominately female, "and in isolated settings they 
may be the only female health care provider" (p. 576). As well, similar to the role of 
the northern social worker, nurses also perform in an "expert generalist" (Bigbee, 
1993) role sharing such work-related characteristics as practicing with limited 
resources; having a high degree of visibility; having a lack of anonymity; having too 
much information about the client; being viewed as an "outsider"; and practicing 
beyond competence (Leipert & Reutter, 1998; Schmidt, 2000; Schmidt, In Press). It 
is essential for practitioners to be aware of these potential drawbacks to working in a 
northern environment due to the fact that for many clients -who are predominately 
women- these practitioners may be their only allies during a difficult situation. 
Advocacy is an aspect of both nursing and social work that can have many 
rewards in northern community. According to Arges and Delaney (1996) it is the 
Northern Health Care 68 
role of the northern social worker to promote and encourage advocacy on a number 
of different levels. Defined as "a professional's commitment to enhance client 
autonomy and to assist clients in voicing their values" (Anderson & McFarlane, 
1996, p. 128), key to the concept of advocacy is "the possibility of choice". In light 
of a northern environment that already limits one's choice by the very nature of it's 
geographic location, human service practitioners would do well to remember the 
lifeline that they can provide to those who so often remain unheard. Collins (1989) 
points out that advocacy "can be viewed as a necessary first step in establishing a 
role within the health team while also providing an essential service for the patients" 
(p. 81). 
The second area that deserves attention in relation to social work practice is 
marginalization. In the context of this illness, and the treatment I received from the 
health care system, I came to understand how it feels to be marginalized. The 
question that begs answering is that if I felt marginalized as a white, middle-class, 
educated, articulate professional woman, how must my clients feel? Clients who are 
often people with low incomes; people who have substance misuse issues; people 
who are single parents; people with limited education; people who are Aboriginal; 
people who have transportation issues; people who have restricted access to 
resources; or people with limited social support. I couldn't help but think that ifl 
was treated this way simply because I am a woman living in the north, what impact 
would these other factors have had? Rondeau (2000) indicates that there are serious 
challenges that arise from the fact that, by definition, we work with individuals who 
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are the most powerless and alienated in our society; individuals who do not know 
how to appropriate power and, in tum, how to use it. However, Rondeau further 
states that "the idea of giving power to - or back to - the most deprived, to social 
work clientele, goes back to the very origins of the profession. The goal of social 
work has always been to give more power to the disadvantaged, the poor and the 
rejected" (p. 217). 
Similar to a diagnosis that comes from the medical community, social 
workers also make assessments based on such information as client history, 
presenting situation, and the communication and interaction that occurs between 
client and practitioner. However, one must be careful when recognizing the validity 
in this information. In my case, this information could have potentially been 
detrimental to my functioning based on the fact that the doctor had categorized me 
as "depressed" and in need of medication. Perhaps this is still written in the doctor's 
notes, in my permanent medical records. Herringer (1996) notes that "it is evident 
that these records rely for background information on the experience of those 
involved, whose statements become entered into the official record as facts which 
contribute to the particulars of the case" (p. 47). A similar function happens in child 
protection work whereby information comes to light in regards to clients and it is 
entered into a file and from that point on it becomes fact. Over time, it simply 
becomes true. It is not open to discussion or debate because someone wrote it down 
in the file, and therefore, it is simply correct. 
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I firmly believe that much of the value that I took from this experience came 
from the lessons that I learned dealing with the health care system and the 
realization that these lessons can translate into my own social work practice. One 
such lesson needs to focus on the context in which one practices (Arges & Delaney, 
1996; Kulig, 1999). It is imperative to have an acute awareness of the intricacies 
involved with northern social work practice, as this practice is distinctly unique and 
holds its own set of challenges. As well, it is equally important to be cognizant of 
how the role of a social worker can impact the lives of their clients who might not 
have the ability to have their voices heard. 
CHAPTER SIX 
Conclusions and Limitations 
Design Limitations 
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It would appear that the most obvious limitation of this project is the fact that 
it is based on a single case. As such, the quandary arises when a person ponders 
whether the thoughts and opinions expressed in this single case study can be 
generalized to other women. In this instance, I believe the answer is yes. Based on 
the extensive literature review that examined the experiences and research in 
relation to other women's experience with the health care system, the notions that I 
expressed in terms of gender and geographical context appear to have been verified. 
Although more research in this area is needed, it would certainly seem that this 
rudimentary report corroborated the attitudes and feelings of many other women. 
Concluding Remarks 
The area of women in health care has received increased attention in the 
literature in recent years. There has been a fundamental shift in the research to 
looking at the health of women from their own perceptions, perspectives, and 
according to their own definitions. Although the process has been slow, there now 
appears to be an increased awareness of the issues faced by northern women and 
how this can have a profound impact on their health and health care needs. 
Certainly, as more information comes to light, solutions will come in terms of 
gender inequities that appear to be inherent in the health care system. As Zapf 
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(1997) points out there is considerable material documenting the challenges that are 
present in northern contexts, however very little attention is paid to proposed 
solutions. Unfortunately, I do not have any solutions to offer either. Beyond having 
a heightened awareness of both the intricacies of northern living and the influence 
that gender plays on health care, no immediate answers are forthcoming. With 
difficulties stemming from gender imbalances, power imbalances, limited choice, 
and restricted access to care; the reality is that innovative ideas need to be brought 
forth in order to facilitate much needed change. 
The bottom line is that the issue of access to medical services in rural and 
remote areas is one of the most complex and difficult problems in health care 
policy, and it should not be approached with the expectation that it will ever 
be "solved" completely, to the satisfaction of all parties. The root of the 
problem is the fact that many people, physicians included, prefer urban 
living, and policies can't change human nature (Barer & Stoddard, 1999, p. 
36). 
From looking at the literature as it relates to this case study, I do know that 
there is value and worth in the personal experiences of women. Their words, their 
stories, and their shared experiences should not be underestimated. Moreover, in 
terms of their own health care needs, women deserve to be considered the 'expert'. 
They deserve to have a voice, to be heard, and to be treated with respect and dignity. 
Although this requires careful identification ofboth the similarities and differences 
in the health needs of men and women, there is no possibility of achieving one's full 
health potential without such consideration (Doyal, 2000). The only pragmatic 
strategy for reducing existing inequalities in the health outcomes of men and women 
is to ensure that the two groups have equal access to necessary health resources. 
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